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628 HOSPITAL ROAD
SOUTHERN TENN MEDICAL CE_NTER SNF WINCHESTER, TN 37398 .
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M 000, Initial Comments NODD
A Licensure survey and complairit invesligation,
#31724, were completed on February 12, 2014,
at Southern Tennessee Medical Center SNF. No
deficiencies were cited under Chapter
1200-08-06, Standards for Nursing Homes.
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